Notices and References

Please review the following notices to learn more about your rights.

Health Insurance Marketplace
Coverage Options and Your Health
Coverage

Part A: General Information

Even if you are offered health coverage through your
employment, you may have other coverage options
through the Health Insurance Marketplace. To assist you
as you evaluate options for you and your family, this
notice provides some basic information about the
Health Insurance Marketplace and health coverage
offered through your employment.

What is the Health Insurance Marketplace?
You may qualify to save money and lower your monthly
premium and other out-of-pocket costs, but only if your
employer does not offer coverage, or offers coverage
that is not considered affordable for you and doesn’t
meet certain minimum value standards (discussed
below). The savings that you're eligible for depends on
your household income. You may also be eligible for a
tax credit that lowers your costs.

Does Employment-Based Health Coverage
Affect Eligibility for Premium Savings through
the Marketplace?

Yes. If you have an offer of health coverage from your
employer that is considered affordable for you and
meets certain minimum value standards, you will not be
eligible for a tax credit, or advance payment of the tax
credit, for your Marketplace coverage and may wish to
enroll in your employment-based health plan. However,
you may be eligible for a tax credit, and advance
payments of the credit that lowers your monthly
premium, or a reduction in certain cost-sharing, if your
employer does not offer coverage to you at all or does
not offer coverage that is considered affordable for you
or meet minimum value standards. If your share of the
premium cost of all plans offered to you through your
employment is more than 9.12%1 of your annual
household income, or if the coverage through your
employment does not meet the "minimum value"
standard set by the Affordable Care Act, you may be
eligible for a tax credit, and advance payment of the
credit, if you do not enroll in the employment-based
health coverage. For family members of the employee,
coverage is considered affordable if the employee’s cost
of premiums for the lowest-cost plan that would cover
all family members does not exceed 9.12% of the
employee’s household income.

Note: If you purchase a health plan through the
Marketplace instead of accepting health coverage
offered through your employment, then you may lose
access to whatever the employer contributes to the
employment-based coverage. Also, this employer
contribution -as well as your employee contribution to
employment-based coverage- is generally excluded from
income for federal and state income tax purposes.

Your payments for coverage through the Marketplace
are made on an after-tax basis. In addition, note that if
the health coverage offered through your employment
does not meet the affordability or minimum value
standards, but you accept that coverage anyway, you
will not be eligible for a tax credit. You should consider
all of these factors in determining whether to purchase
a health plan through the Marketplace.

When Can | Enroll in Health Insurance

Coverage through the Marketplace?

You can enroll in a Marketplace health insurance plan
during the annual Marketplace Open Enrollment Period.
Open Enrollment varies but generally starts November 1
and continues through at least December 15.

Outside the annual Open Enrollment Period, you can
sign up for health insurance if you qualify for a Special
Enrollment Period. In general, you qualify for a Special
Enrollment Period if you've had certain qualifying life
events, such as getting married, having a baby, adopting
a child, or losing eligibility for other health coverage.
Depending on your Special Enrollment Period type, you
may have 60 days before or 60 days following the
qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period
for individuals and their families who lose eligibility for
Medicaid or Children’s Health Insurance Program (CHIP)
coverage on or after March 31, 2023, through July 31,
2024. Since the onset of the nationwide COVID-19
public health emergency, state Medicaid and CHIP
agencies generally have not terminated the enrollment
of any Medicaid or CHIP beneficiary who was enrolled
on or after March 18, 2020, through March 31, 2023. As
state Medicaid and CHIP agencies resume regular
eligibility and enrollment practices, many individuals
may no longer be eligible for Medicaid or CHIP coverage
starting as early as March 31, 2023. The U.S.
Department of Health and Human Services is offering a
temporary Marketplace Special Enrollment period to
allow these individuals to enroll in Marketplace
coverage.

If you have questions about enrolling in your employer
plan, contact the Department of Labor at
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

When Can | Enroll in Health Insurance
Coverage through the Marketplace?
Continued

To see if any other states have added a premium
assistance program since January 31, 2019, or for more
information on special enrollment rights, contact either:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/agencies/ebsa

1.866.444. EBSA (3272)

U.S Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1.877.267.2323, menu Option 4, Ext. 61565



Marketplace-eligible individuals who live in states
served by HealthCare.gov and either- submit a new
application or update an existing application on
HealthCare.gov between March 31, 2023 and July 31,
2024, and attest to a termination date of Medicaid or
CHIP coverage within the same time period, are eligible
for a 60-day Special Enrollment Period. That means that
if you lose Medicaid or CHIP coverage between March
31, 2023, and July 31, 2024, you may be able to enroll in
Marketplace coverage within 60 days of when you lost
Medicaid or CHIP coverage. In addition, if you or your
family members are enrolled in Medicaid or CHIP
coverage, it is important to make sure that your contact
information is up to date to make sure you get any
information about changes to your eligibility.

To learn more, visit HealthCare.gov or call the
Marketplace Call Center at 1-800-318-2596. TTY users
can call 1-855-889-4325.

What about Alternatives to Marketplace

Health Insurance Coverage?

If you or your family are eligible for coverage in an
employment-based health plan (such as an employer-
sponsored health plan), you or your family may also be
eligible for a Special Enrollment Period to enroll in that
health plan in certain circumstances, including if you or
your dependents were enrolled in Medicaid or CHIP
coverage and lost that coverage. Generally, you have 60
days after the loss of Medicaid or CHIP coverage to
enroll in an employment-based health plan, but if you
and your family lost eligibility for Medicaid or CHIP
coverage between March 31, 2023 and July 10, 2023,
you can request this special enrollment in the
employment-based health plan through September 8,
2023. Confirm the deadline with your employer or your
employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP
coverage at any time by filling out an application
through the Marketplace or applying directly through
your state Medicaid agency.

Visit https://www.healthcare.gov/medicaid-
chip/getting-medicaid-chip/ for more details.

How can | get more information?

For more information about your coverage offered
through your employment, please check your health
plan’s summary plan description. The Marketplace can
help you evaluate your coverage options, including your
eligibility for coverage through the Marketplace and its
cost. Please visit HealthCare.gov for more information,
including an online application for health insurance
coverage and contact information for a Health Insurance
Marketplace in your area.

Part B: Information About Health Coverage
Offered by Your Employer

This section contains information about any health
coverage offered by your employer. If you decide to
complete an application for coverage in the
Marketplace, you will be asked to provide this
information. This information is numbered to
correspond to the Marketplace application.

Employer Name: JPS Health Network

Employer Identification Number(EIN): 75-6000439
Employer Address: 1500 S. Main Street

Employer Phone Number: (817)702-1030

City: Fort Worth

State: Texas

ZIP Code: 76104

Who can we contact about employee health
coverage at this job?:
hrtotalrewards@jpshealth.org
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Part B: Information About Health Coverage
Offered by Your Employer Continued

Here is some basic information about health coverage
offered by this employer:

¢ As your employer, we offer a health plan to:

Some employees. Eligible employees
are: Full time and Part Time Benefit
Eligible

e With respect to dependents:

We do offer coverage. Eligible dependents
are: your legal spouse and natural, adopted, or
stepchildren up to age 26

If checked, this coverage meets the
minimum value standard, and the cost of
this coverage to you is intended to be
affordable, based on employee wages.

Even if your employer intends your coverage to be
affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will
use your household income, along with other factors, to
determine whether you may be eligible for a premium
discount. If, for example, your wages vary from week to
week (perhaps you are an hourly employee or you work
on a commission basis), if you are newly employed mid-
year, or if you have other income losses, you may still
qualify for a premium discount.

If you decide to shop for coverage in the Marketplace,
HealthCare.gov will guide you through the process.
Here's the employer information you'll enter when you
visit HealthCare.gov to find out if you can get a tax
credit to lower your monthly premiums

Medicare Part D Creditable Coverage Notice

Important Notice from JPS Health Network,
Human Resources About your Prescription
Drug Coverage and Medicare

Please read this notice carefully and keep it where you
can find it. This notice has information about your
current prescription drug coverage offered by the HSA
and EPO plan through JPS Health Network, Human
Resources and about your options under Medicare’s
prescription drug coverage. This information can help
you decide whether or not you want to join a Medicare
drug plan. If you are considering joining, you should
compare your current coverage, including which drugs
are covered at what cost, with the coverage and costs of
the plans offering Medicare prescription drug coverage
in your area. Information about where you can get help
to make decisions about your prescription drug
coverage is at the end of this notice.


mailto:hrtotalrewards@jpshealth.org

There are two important things you need to
know about your current coverage and

Medicare’s prescription drug coverage:
Medicare prescription drug coverage became available
in 2006 to everyone with Medicare. You can get this
coverage if you join a Medicare Prescription Drug Plan
or join a Medicare Advantage Plan (like an HMO or PPO)
that offers prescription drug coverage. All Medicare
drug plans provide at least a standard level of coverage
set by Medicare. Some plans may also offer more
coverage for a higher monthly premium.

JPS Health Network, Human Resources has determined
that the prescription drug coverage offered by the HSA
and EPO plan is, on average for all plan participants,
expected to pay out as much as standard Medicare
prescription drug coverage pays and is therefore
considered Creditable Coverage. Because your existing
coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if
you later decide to join a Medicare drug plan.

What Happens To Your Current Coverage If
You Decide to Join A Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current
coverage through JPS Health Network, Human
Resources will be affected. You can keep this coverage if
you elect Part D, and this plan will coordinate with Part
D coverage.

If you decide to join a Medicare drug plan and drop your
current group health coverage through JPS Health
Network, Human Resources, be aware that you and your
dependents will not be able to get this coverage back. If
you are able to get this coverage back, reentry into the
plan is subject to the underlying terms of the Plan.

When Will You Pay A Higher Premium
(Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your
current group health coverage through JPS Health
Network, Human Resources and don’t join a Medicare
drug plan within 63 continuous days after your current
coverage ends, you may pay a higher premium (a
penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without
creditable prescription drug coverage, your monthly
premium may go up by at least 1% of the Medicare base
beneficiary premium per month for every month that
you did not have that coverage. For example, if you go
nineteen months without creditable coverage, your
premium may consistently be at least 19% higher than
the Medicare base beneficiary premium. You may have
to pay this higher premium (a penalty) as long as you
have Medicare prescription drug coverage. In addition,
you may have to wait until the following October to join.

For More Information About This Notice Or
Your Current Prescription Drug Coverage.

Contact the Plan Administrator listed below for further
information.

NOTE: You'll get this notice each year or if the creditable
coverage status of this plan through JPS Health
Network, Human Resources changes. You may request a
copy of this notice at any time.

For More Information About Your Options
Under Medicare Prescription Drug Coverage.

More detailed information about Medicare plans that
offer prescription drug coverage is in the “Medicare &
You” handbook. You'll get a copy of the handbook in the
mail every year from Medicare. You may also be
contacted directly by Medicare drug plans.

For more information about Medicare prescription drug
coverage:

* Visit www.medicare.gov

* Call your State Health Insurance Assistance Program
(see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone
number) for personalized help

* Call 1-800-MEDICARE (1-800-633-4227). TTY users
should call 1-877-486-2048.

If you have limited income and resources, extra help
paying for Medicare prescription drug coverage is
available. For information about this extra help, visit
Social Security on the web at www.socialsecurity.gov, or
call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you
decide to join one of the Medicare drug plans, you may
be required to provide a copy of this notice when you
join to show whether or not you have maintained
creditable coverage, and therefore, whether or not you
are record to pay a higher premium (a penalty).

For purposes of this notice, the Plan Administrator is:

JPS Health Network, Human Resources
817-702-1030

Wellness Program Disclosure

Your health plan is committed to helping you achieve
your best health. Rewards for participating in a wellness
program are available to all employees. If you think you
might be unable to meet a standard for a reward under
this wellness program, you might qualify for an
opportunity to earn the same reward by different
means. Contact us at 817-702-1030 and we will work
with you (and, if you wish, with your doctor) to find a
wellness program with the same reward that is right for
you in light of your health status.

Newborns’ And Mothers’ Health Protection
Act (NMHPA) Notice

Group health plans and health insurance issuers
generally may not, under Federal law, restrict benefits
for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than
48 hours following a vaginal delivery, or less than 96
hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or
newborn’s attending provider, after consulting with the
mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In any
case, plans and issuers may not, under Federal law,
require that a provider obtain authorization from the
plan or the insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).


http://www.medicare.gov/
http://www.socialsecurity.gov/

Women’s Health and Cancer Rights

Enrollment/Annual Notice

If you have had or are going to have a mastectomy, you

may be entitled to certain benefits under the Women'’s

Health and Cancer Rights Act of 1998 (WHCRA). For

individuals receiving mastectomy-related benefits,

coverage will be provided in a manner determined in

consultation with the attending physician and the

patient, for:

* All stages of reconstruction of the breast on which
the mastectomy was performed;

* Surgery and reconstruction of the other breast to
produce a symmetrical appearance;

* Prostheses; and

* Treatment of physical complications of the
mastectomy, including lymphedema.

These benefits will be provided subject to the same
deductibles and coinsurance applicable to other medical
and surgical benefits provided under this plan. If you
would like more information on WHCRA benefits, call
your plan administrator as identified at the end of these
notices.

Do you know that your plan, as required by the
Women’s Health and Cancer Rights Act of 1998,
provides benefits for mastectomy-related services
including all stages of reconstruction and surgery to
achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy, including
lymphedema? Call your plan administrator at 817-702-
1030 for more information.

For purposes of this notice, the plan administrator is:
JPS Health Network, Human Resources
817-702-1030

USERRA Continuation

Your right to continued participation in a group health
plan during leaves of absence for active military duty is
protected by the Uniformed Services Employment and
Reemployment Rights Act (USERRA). Accordingly, if you
are absent from work due to a period of active duty in
the military for less than 31 days, your plan participation
will not be interrupted. If the absence is for more than
31 days and not more than 12 weeks, you may continue
to maintain your coverage under a group health plan by
paying premiums in the manner specified by the Plan
Sponsor.

If you do not elect to continue to participate in a group
health plan during an absence for military duty that is
more than 31 days, or if you revoke a prior election to
continue to participate for up to 12 weeks after your
military leave began, you and your covered family
members will have the opportunity to elect COBRA
continuation coverage under a group health plan for up
to the 24-month period that begins on the first day of
your leave of absence. You must pay the premiums for
continuation coverage with after-tax funds, subject to
the rules that are set out in the applicable Plan features.

USERRA continuation coverage is considered alternative
coverage for purposes of COBRA. Therefore, if you elect
USERRA continuation coverage, COBRA coverage will
generally not be available.

HIPAA Privacy Notice

This notice describes how medical information about you
may be used and disclosed and how you can access this
information. Please review it carefully.

Date: October 19, 2015

Name of Entity: JPS Health Network, Human Resources
Address: 1500 S. Main Street, Fort Worth, TX 76104
Phone: 817-702-1030

Special Enrollment Notice

If you are declining enrollment for yourself or your
dependents (including your spouse) because of other
health insurance or group health plan coverage, you may
be able to enroll yourself and your dependents in this plan
if you or your dependents lose eligibility for that other
coverage (or if the employer stops contributing toward
your or your dependents’ other coverage). However, you
must request enrollment within 31 days after your or your
dependents’ other coverage ends (or after the employer
stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of
marriage, birth, adoption, or placement for adoption, you
may be able to enroll yourself and your dependents.
However, you must request enrollment within 30 days
after the marriage, birth, adoption, or placement for
adoption.

Finally, if you or an eligible dependent has coverage under
a state Medicaid or child health insurance program and
that coverage is terminated due to a loss of eligibility, or if
you or an eligible dependent become eligible for state
premium assistance under one of these programs, you may
be able to enroll yourself and your eligible family members
in the Plan. However, you must request enrollment no later
than 60 days after the date the state Medicaid or child
health insurance program coverage is terminated or the
date you or an eligible dependent is determined to be
eligible for state premium assistance.

To request special enrollment or obtain more information,
contact the plan administrator listed below:

JPS Health Network, Human Resources
817-702-1030

Mental Health Parity Act (1996)
(MHPA) and Mental Health

Parity & Addiction Equity Act (2008)
(MHPAEA):

JPS Health Network medical plan complies with

the Mental Health Parity Act of 1996 (“MHPA”). Pursuant
to such compliance, the annual and lifetime limits on
Mental Health Benefits, if any, will not be less than the
annual and lifetime plan limits on other types of medical
and surgical services (if any limits apply). The plan does
utilize cost containment methods, applicable for Mental
Health Benefits, including cost-sharing, limits on the
number of visits or days of coverage, and other terms and
conditions that relate to the amount, duration, and scope
of Mental Health Benefits.



Medicaid and the Children’s Health Insurance
Program (CHIP)

If you are eligible for health coverage from your
employer but are unable to afford the premiums, some
states have premium assistance programs that can help
pay for coverage. These states use funds from

their Medicaid or CHIP programs to help people who are
eligible for employer-sponsored health coverage, but
need assistance in paying their health premiums.

If you or your dependents are already enrolled in
Medicaid or CHIP and you live in Texas, you can contact
your state Medicaid or CHIP office to find out if premium
assistance is available.

If you or your dependents are NOT currently enrolled in
Medicaid or CHIP and you think you or any of your
dependents might be eligible for either of these
programs, you can contact your state Medicaid or CHIP
office or dial 1-877-KIDS NOW or visit insurekidsnow.gov
to find out how to apply. If you qualify, you can ask the
state if it has a program that might help you pay the
premiums for an employer-sponsored plan.

Once it is determined that you or your dependents are
eligible for premium assistance under Medicaid or CHIP,
your employer’s health plan is required to permit you
and your dependents to enroll in the plan as long as you
and your dependents are eligible, but not already
enrolled in the employer’s plan. This is called a “special
enrollment” opportunity, and you must request coverage
within 60 days of being

determined eligible for premium assistance.

Texas — Medicaid Website: gethipptexas.com
Phone: 1-800-440-0493

General Notice of COBRA Continuation
Coverage Rights

You’re getting this notice because you recently gained
coverage under a group health plan (the Plan). This
notice has important information about your right to
COBRA continuation coverage, which is a temporary
extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may
become available to you and your family, and what you
need to do to protect your right to get it. When you
become eligible for COBRA, you may also become eligible
for other coverage options that may cost less than
COBRA continuation coverage.

The right to COBRA continuation coverage was created
by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation
coverage can become available to you and other
members of your family when group health coverage
would otherwise end. For more information about your
rights and obligations under the Plan and under federal
law, you should review the Plan’s Summary Plan
Description or contact the Plan Administrator.

You may have other options available to you when you
lose group health coverage. For example, you may be
eligible to buy an individual plan through the Health
Insurance Marketplace. By enrolling in coverage through
the Marketplace, you may qualify for lower costs on your
monthly premiums and lower out-of-pocket costs.
Additionally, you may qualify for a 30-day special
enrollment period for another group health plan for
which you are eligible (such as a spouse’s plan), even if
that plan generally does not accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan
coverage when it would otherwise end because of a
life event. This is also called a “qualifying event.”
Specific qualifying events are listed later in this notice.
After a qualifying event, COBRA continuation coverage
must be offered to each person who is a “qualified
beneficiary.” You, your spouse, and your dependent
children could become qualified beneficiaries if
coverage under the Plan is lost because of the
qualifying event. Under the Plan, qualified beneficiaries
who elect COBRA continuation coverage must pay for
COBRA continuation coverage.

If you’re an employee, you’ll become a qualified
beneficiary if you lose your coverage under the Plan
because of the following qualifying events:

° Your hours of employment are reduced, or
° Your employment ends for any reason other
than your gross misconduct.

If you’re the spouse of an employee, you’ll become a
qualified beneficiary if you lose your coverage under
the Plan because of the following qualifying events:

° Your spouse dies;

° Your spouse’s hours of employment are
reduced;

° Your spouse’s employment ends for any reason
other than his or her gross misconduct;

° Your spouse becomes entitled to Medicare
benefits (under Part A, Part B, or both); or

° You become divorced or legally separated from

your spouse.

What is COBRA continuation coverage?
Continued

Your dependent children will become qualified
beneficiaries if they lose coverage under the Plan
because of the following qualifying events:

° The parent-employee dies;

° The parent-employee’s hours of employment
are reduced;

° The parent-employee’s employment ends for
any reason other than his or her gross
misconduct;

° The parent-employee becomes entitled to
Medicare benefits (Part A, Part B, or both);

° The parents become divorced or legally
separated; or

° The child stops being eligible for coverage under

the Plan as a “dependent child.”

If the Plan provides retiree health coverage,
sometimes, filing a proceeding in bankruptcy under
title 11 of the United States Code can be a qualifying
event. If a proceeding in a bankruptcy is filed with
respect to JPS Health Network, Human Resources and
that bankruptcy results in the loss of coverage of any
retired employee covered under the Plan, the retired
employee will become a qualified beneficiary.

The retired employee’s spouse, surviving spouse, and
dependent children will also become qualified
beneficiaries if bankruptcy results in the loss of
coverage under the Plan.



When is COBRA continuation coverage
available?

The Plan will offer COBRA continuation coverage to
qualified beneficiaries only after the Plan Administrator has
been notified that a qualifying event has occurred. The
employer must notify the Plan Administrator of the
following qualifying events:

° The end of employment or reduction of hours of
employment;

° Death of the employee;

° If the Plan provides retiree health coverage,

commencement of a proceeding in bankruptcy with
respect to the employer; or

° The employee’s becoming entitled to Medicare
benefits (under Part A, Part B, or both).

For all qualifying events (divorce or legal separation of the
employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must
notify the Plan Administrator in writing within 30 days. You
must provide this written notice to

JPS Health Network, Human Resources at 1500 S. Main
Street Fort Worth, TX 76104.

How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a
qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an
independent right to elect COBRA continuation coverage.
Covered employees may elect COBRA continuation
coverage on behalf of their spouses, and parents may elect
COBRA continuation coverage on behalf of their children.
COBRA continuation coverage is a temporary continuation
of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work.

Certain qualifying events, or a second qualifying event
during the initial period of coverage, may permit a
beneficiary to receive a maximum of 36 months of
coverage. There are also ways in which this 18-month
period of COBRA continuation coverage can be extended.

Disability extension of 18-month period of
COBRA continuation coverage

If you or anyone in your family covered under the Plan is
determined by the Social Security Administration (SSA) to
be disabled and you timely notify the Plan Administrator in
writing, you and your covered dependents may be entitled
to receive up to an additional 11 months of COBRA
continuation coverage, for a total maximum of 29 months.
The disability would have to have started at some time
before the 60t day of COBRA continuation coverage and
must last at least until the end of the 18-month period of
COBRA continuation coverage.

In order for this disability extension to apply, you must
timely notify the Plan Administrator in writing of the SSA
disability determination before the end of the 18 months of
continuation coverage and within 60 days after the later of
(i) the date of the initial qualifying event; (ii) the date on
which coverage would be lost because of the initial
qualifying event; or (iii) the date of the SSA disability
determination.

This notice must be mailed to JPS Health Network,

Human Resources at 1500 S. Main Street Fort Worth, TX
76104. Oral notice, including notice by telephone, is not
acceptable. The written notice must include the name
and address of the employee covered under the plan; the
name of the disabled qualified beneficiary; the date that
the qualified beneficiary became disabled; and the date
that the SSA made its determination of disability. Your
notice must also include a copy of the SSA disability
determination. If these procedures are not followed or if
written notice is not provided to the Plan Administrator
within the required time period, there will be no disability
extension of COBRA continuation coverage. You must also
notify the Plan Administrator within 30 days of any
revocation of Social Security disability benefits.

Second qualifying event extension of 18-month
period of continuation coverage

If your family experiences another qualifying event during
the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up
to 18 additional months of COBRA continuation coverage,
for a maximum of 36 months, if the Plan is properly
notified about the second qualifying event. This extension
may be available to the spouse and any dependent
children getting COBRA continuation coverage if the
employee or former employee dies; becomes entitled to
Medicare benefits (under Part A, Part B, or both); gets
divorced or legally separated; or if the dependent child
stops being eligible under the Plan as a dependent child.
This extension is only available if the second qualifying
event would have caused the spouse or dependent child
to lose coverage under the Plan had the first qualifying
event not occurred.

Are there other coverage options besides
COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage,
there may be other coverage options for you and your
family through the Health Insurance Marketplace,
Medicaid, Children’s Health Insurance Program (CHIP), or
other group health plan coverage options (such as a
spouse’s plan) through what is called a “special
enrollment period.” Some of these options may cost less
than COBRA continuation coverage. You can learn more
about many of these options at www.healthcare.gov.

Can | enroll in Medicare instead of COBRA
continuation coverage after my group health
plan coverage ends?

In general, if you don’t enroll in Medicare Part A or B
when you are first eligible because you are still employed,
after the Medicare initial enrollment period, you have an
8-month special enrollment period to sign up for
Medicare Part A or B, beginning on the earlier of

* The month after your employment ends; or
* The month after group health plan coverage based on
current employment ends.

(see). https://www.medicare.gov/sign-up-change-
plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-
periods




If you don’t enroll in Medicare and elect COBRA
continuation coverage instead, you may have to pay a Part
B late enrollment penalty and you may have a gap in
coverage if you decide you want Part B later. If you elect
COBRA continuation coverage and later enroll in Medicare
Part A or B before the COBRA continuation coverage ends,
the Plan may terminate your continuation coverage.
However, if Medicare Part A or B is effective on or before
the date of the COBRA election, COBRA coverage may not
be discontinued on account of Medicare entitlement, even
if you enroll in the other part of Medicare after the date of
the election of COBRA coverage.

If you are enrolled in both COBRA continuation coverage
and Medicare, Medicare will generally pay first (primary
payer) and COBRA continuation coverage will pay second.
Certain plans may pay as if secondary to Medicare, even if
you are not enrolled in Medicare.

For more information visit
https://www.medicare.gov/medicare-and-you.

Your Rights and Protections Against Surprise
Medical Bills

When you get emergency care or are treated by an out-of-
network provider at an in-network hospital or ambulatory
surgical center, you are protected from balance billing. In
these cases, you shouldn’t be charged more than your
plan’s copayments, coinsurance and/or deductible.

What is “balance billing” (sometimes called
“surprise billing”)?

When you see a doctor or other health care provider, you
may owe certain out-of-pocket costs, like a copayment,

coinsurance, or deductible. You may have additional costs
or have to pay the entire bill if you see a provider or visit a
health care facility that isn’t in your health plan’s network.

“Out-of-network” means providers and facilities that
haven’t signed a contract with your health plan to
provide services. Out-of-network providers may be
allowed to bill you for the difference between what your
plan pays and the full amount charged for a service. This
is called “balance billing.” This amount is likely more
than in-network costs for the same service and might
not count toward your plan’s deductible or annual out-
of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can
happen when you can’t control who is involved in your
care—like when you have an emergency or when you
schedule a visit at an in- network facility but are
unexpectedly treated by an out-of-network provider.
Surprise medical bills could cost thousands of dollars
depending on the procedure or service.

You’re protected from balance billing for:

Emergency services: If you have an emergency medical
condition and get emergency services from an out-of-
network provider or facility, the most they can bill you is
your plan’s in-network cost-sharing amount (such as
copayments, coinsurance, and deductibles). You can’t be
balance billed for these emergency services. This includes
services you may get after you’re in stable condition, unless
you give written consent and give up your protections not
to be balanced billed for these post-stabilization services.

Certain services at an in-network hospital or
ambulatory surgical center: When you get services
from an in-network hospital or ambulatory surgical
center, certain providers there may be out-of-network.
In these cases, the most those providers can bill you is
your plan’s in-network cost-sharing amount. This
applies to emergency medicine, anesthesia, pathology,
radiology, laboratory, neonatology, assistant surgeon,
hospitalist, or intensivist services. These providers can’t
balance bill you and may not ask you to give up your
protections not to be balance billed.

If you get other types of services at these in-network
facilities, out-of-network providers can’t balance bill
you, unless you give written consent and give up your
protections.

You’re never required to give up your protections from
balance billing. You also aren’t required to get out-of-
network care. You can choose a provider or facility in
your plan’s network., coinsurance and/or deductible.

When balance billing isn’t allowed, you also
have these protections:

* You’re only responsible for paying your share of the
cost (like the copayments, coinsurance, and
deductible that you would pay if the provider or
facility was in-network). Your health plan will pay
any additional costs to out-of-network providers
and facilities directly.

Generally, your health plan must:

e Cover emergency services without requiring you to
get approval for services in advance (also known as
“prior authorization”).

* Cover emergency services by out-of-network
providers.

* Base what you owe the provider or facility (cost-
sharing) on what it would pay an in-network
provider or facility and show that amount in your
explanation of benefits.

* Count any amount you pay for emergency services
or out-of-network services toward your in-network
deductible and out-of-pocket limit.

If you think you’ve been wrongly billed, contact the No
Surprises Helpdesk, operated by the U.S. Department
of Health and Human Services, at 1.800.985.3059.

Hospital Indemnity Policy Details:

This is a fixed indemnity policy, NOT health insurance
This fixed indemnity policy may pay you a limited dollar
amount if you're sick or hospitalized. You're still
responsible for paying the cost of your care.

* The payment you get isn't based on the size of your
medical bill.

* There might be a limit on how much this policy will
pay each year.

e This policy isn't a substitute for comprehensive
health insurance.

* Since this policy isn't health insurance, it doesn't
have to include most Federal consumer protections
that apply to health insurance



Paper Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub.
L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a
valid Office of Management and Budget (OMB) control
number. The Department notes that a Federal agency
cannot conduct or sponsor a collection of information
unless it is approved by OMB under the PRA, and displays
a currently valid OMB control number, and the public is
not required to respond to a collection of information
unless it displays a currently valid OMB control number.
See 44 U.S.C. 3507. Also, notwithstanding any other
provisions of law, no person shall be subject to penalty
for failing to comply with a collection of information if the
collection of information does not display a currently
valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of
information is estimated to average approximately seven
minutes per respondent. Interested parties are
encouraged to send comments regarding the burden
estimate or any other aspect of this collection of
information, including suggestions for reducing this
burden, to the U.S. Department of Labor, Employee
Benefits Security Administration, Office of Policy and
Research, Attention: PRA Clearance Officer, 200
Constitution Avenue, N.W., Room N-5718, Washington,
DC 20210 or email ebsa.opr@dol.gov and reference the
OMB Control Number 1210-0137.

Genetic Information Nondiscrimination Act
(GINA)

Gina prohibits group health plans from discriminating on
the basis of genetic information. Genetic information is:

1. Information about an individual’s genetic tests;

2. Genetic tests of an individual’s family members; and

3. The manifestation of a disease or disorder of an
individual’s family members.

The group health plan may collect genetic information
after initial enrollment, it may not do so in connection
with the annual renewal process. The group health plan
may not adjust premiums or increase contributions based
on genetic information, nor request or require genetic
testing or use genetic information for underwriting
purposes.
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